JACKSONIAN EPILEPSY, CONVULSIONS BE¬ 
GINNING IN THE LEFT ORBICULARIS 
PALPEBRARUM AND EXTENDING TO THE 
LEFT HAND AND ARM—APOPLECTIC CYST 
FOUND BENEATH THE UPPER FACE CEN¬ 
TRE AND DRAINED—NO RECURRENCE OF 
CONVULSIONS.’ 

By HOWELL T. PERSHING, M.Sc., M.D., 

Lecturer on Mental and Nervous Diseases in the University of Denver ; Physician to 
the Arapahoe County Hospital and to St. Luke’s Hospital, Denver. 

O N Feb. 18, 1892, I was asked by Dr. Bradner and 
Dr. John Boice, of Denver, to examine Charles P., 
aged twenty-seven. 

In April, 1891, the patient, a robust young man, was 
struck on the right side of the head with a billiard cue. 
He did not lose consciousness, but immediately felt weak 
and numb on the left side of the body. The blow occur¬ 
red at 1 A. M. A physician was called at once, and 
ordered absolute rest with an ice-bag to the head. * 

Unfortunately an officious friend called another prac¬ 
titioner, who removed the ice-bag, wrote a prescription 
and allowed the patient to get up. The patient then 
went home with a woman and spent the rest of the night 
with her. 

Getting up at 10 a. m., immediately after intercourse, 
the left arm and leg were suddenly paralyzed, the paraly¬ 
sis being complete in the arm and nearly so in the leg. 
The face was not noticed. Consciousness was not lost, 
but for a day the patient was somewhat irrational and 
his speech was thick and clumsy. Improvement in the 
leg was apparent at the end of three days. Three weeks 
after the paralysis he could walk with a cane, and, for the 

1 Presented to the American Neurological Association at the meeting 
in New York, June 22, 23 and 24, 1892. 
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first time, could move his fingers. At the end of six 
weeks the leg had entirely recovered, and in three months 
the arm was well. He then went to work. 

One night toward the end of July the left eye sud¬ 
denly began, as he expressed it, “to open and shut.” In 
alarm, he called for a lamp to be lighted, but before this 
was done the spasm was over. No other part of the body 
was involved, and there was no impairment of conscious¬ 
ness. A week later, while at work, this forcible twitching 
of the eyelids came on again, and was immediately fol¬ 
lowed by numbness of the left hand, but without spasm. 
He was worried by the occurrence, but went on with his 
work. About ten days after this there was a similar 
attack. 

In the latter part of August the fourth attack occurred. 
It began as usual with clonic spasm of the orbicular 
muscle of the left eye ; then the left hand became numb ; 
a spasm now began to flex the left fingers, and extending 
upward in orderly succession, flexed the wrist and elbow 
and adducted the arm. Then the head was drawn vio¬ 
lently down upon the left shoulder, and it seemed to the 
patient as though the blood were rushing through his 
body and he were turning a great somersault. It was a 
horrible and painful experience. He gasped and frothed 
at the mouth, but did not bite the tongue nor lose con¬ 
sciousness. After the attack he was dull, stupid and 
weary. 

Attacks, all substantially like this, recurred at intervals 
of one to three weeks until November, when a physician 
at Silverton, Colorado, made an opening in the skull one 
inch long and half an inch wide, on the line of the 
coronal suture, the lower end of the opening being one 
centimeter above the temporal ridge. The dura was 
apparently not opened, and the lesion was, of course, not 
reached. Three weeks after this operation a convulsion 
occurred and others followed. 

On Feb. 9, 1892, spasm of the eyelids and numbness 
of the hand gave warning of a beginning attack. In 
terror, the patient began to run around, then he laydown 
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for a moment, but, jumping up, rushed to a hydrant and 
drenched his head with the cold water, when he returned 
to his normal condition, the arm not having been con¬ 
vulsed. A week later, however, there was a complete 
attack. 

Status pr&sans, February 18, 1892: The left orbic¬ 
ularis palpebrarum and the left zygomatici are distinctly 
paretic. The forehead wrinkles evenly on the two sides, 
and the tongue is protruded in the median line. In the 
limbs muscular power is normal. The tendon reflexes 
are normal throughout. No defect in touch, pain, tem¬ 
perature or posture sense can be detected. Smell, taste, 
hearing, central vision, the visual fields and the eye- 
grounds are normal. The patient thinks that his mem¬ 
ory is poorer and that he is more easily confused than 
formerly. 

A diagnosis was made of a lesion (probably a clot left 
by the hemorrhage which caused the hemiplegia) irrita¬ 
ting the cortical centre for the upper part of the face, and 
an operation was advised. This was done Feb. 27, 1892, 
at St. Luke’s Hospital, Denver, by Dr. Boice. 

The scalp, having been shaved and disinfected, the 
upper end of the fissure of Rolando was located at a point 
55.7 per cent, of the whole distance from glabella to inion 
back of the glabella. This was just 5 c.m. back of the 
bregma. From this point the line of the fissure on the 
right side was drawn downward and forward, making an 
angle of 67° with the median line for a length of 5.6 c.m. 
and continued 3 c.m. further in a line a little more nearly 
vertical. The course of the inferior pre-central sulcus 
was indicated by a line 4 m.m. back of the coronal suture; 
that of the inferior frontal sulcus by a line a few milli¬ 
meters above the temporal ridge and parallel to it. 

The centre for the upper part of the face, which was 
to be exposed, lies between the fissure of Rolando and 
the inferior pre-central sulcus, just below the line of the 
inferior frontal sulcus, continued backward, which sep¬ 
arates it approximately from the centre for the fingers 
lying immediately above. 
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A one and a quarter inch trephine was applied on the 
temporal ridge back of the coronal suture, and the open, 
ing thus made further enlarged with forceps. The dura 
bulged tense into the opening and did not pulsate. It 
was opened by a crucial incision and a little fluid escaped. 
No convolutions could be made out, but over the centre 
for the upper face, as indicated by the map on the scalp, 
the pia was of a yellowish brown color and seemed thick 
and opaque. This we took for the anticipated clot, but, 
on gently pulling on it with the forceps, it tore, and a 
gush of clear straw-colored fluid showed that a cyst had 
been opened. As soon as the fluid had escaped, its walls 
were brought together by the pressure of the surround¬ 
ing brain substance, but it readily admitted the fore-finger, 
which it loosely fitted, for a depth of 4 c.m. Its orifice at 
the surface was directly under the temporal ridge and 
2 c.m. back of the coronal suture, and its cylindrical 
cavity extended inward toward the external auditory 
meatus of the opposite side, apparently parallel to the 
pyramidal fibres. The cyst-wall was yellow and glisten¬ 
ing, streaked irregularly with bluish-black lines. It was 
soft, and easily torn. The normal pulsation of the brain 
was visible as soon as the cyst was emptied. 

The removal of the cyst-wall not being practicable, a 
small rubber drainage-tube was doubled and carried 
down to the bottom. The dura was closed with fine cat¬ 
gut sutures and the corners of its flaps were stitched to 
the cyst-wall. No bone was replaced. The scalp wound 
was closed and dressed in the usual way, the drainage- 
tube having been brought out at its lowest point. 

The operation was completed at 2 p. m. The admin¬ 
istration of sodium bromide was begun as soon as the 
patient had recovered from the ether and has been con¬ 
tinued. At 6 p. m. the temperature was 98°. He com¬ 
plained of some headache and general soreness, but 
otherwise felt well. Paresis of the zygomatici was 
decidedly more marked than before the operation, but 
the tongue was protruded in the median line and the 
grasp of the left hand was good. 
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On the following day the temperature was ioo°, morn¬ 
ing and evening. The patient was able to whistle. The 
left hand seemed as strong as ever and was used to hold 
a cup ; toward evening, however, it felt rather numb. 

On the fourth day the evening temperature was 103°- 
The left hand was decidedly weaker and could not be 
used to hold a cup. The morning temperature of the 
fifth day was 102°, but fell immediately after irrigation 
through the drainage-tube, In the early morning of the 
seventh day the temperature was 103°, and the patient 
was delirious for the first time. Drooping of the left 
upper lid was noticed. 

On the eighth day the ptosis had disappeared and 
the patient was quite rational, but at night he was again 
delirious and tore off the bandage. After this there was 
a steady improvement and the drainage-tube was with¬ 
drawn a little at a time. Twenty-four days after the 
operation the patient left the hospital, to all appearances 
fully recovered. He has since been taking a mixture of 
bromide and antipyrin, and up to the last time he was 
seen, May 27, 1892, there had been no return of the 
spasms, though he was at first sometimes frightened by 
a queer sensation about the left eye. 2 

But little comment upon the facts of this case seems 
necessary. Numbness of the side opposite the blow was 
proof of damage to the brain, and the vascular strain of 
intercourse must have ruptured some weakened vessel. 
As far as localization is concerned, the case is a very sat¬ 
isfactory one, the lesion being found at the precise spot 
indicated by the symptons. Gowers 3 locates the centre 
for the zygomatic muscles in the pre-rolandic convolution 
opposite the inferior frontal sulcus and says that the 
zygomatici and the orbicularis palpebrarum are usually 
involved together in cortical lesions. Dr. Berkley, 4 of 
Baltimore, has reported a case in which a small spot of 


- Up to July 15th the patient was still free from seizures. 

3 Diseases of the Nervous System, Philadelphia, iSSS, pp. 460, 461. 

4 Cited by Gowers, 1 . c. 
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softening in this situation was the cause of clonic spasm 
limited to the zygomatic muscles. My patient never 
observed that the corner of his mouth was drawn at the 
onset of his attacks, but this may have occurred without 
being noticed, and the fact that the zygomatici and the 
orbicularis palpebrarum were involved together in the 
paresis makes it probable that they were also convulsed 
together. 

The scar left in the track of the drainage-tube has no 
doubt bound the scalp and membranes to the cortex at 
that point, and, as such adhesions are often irritating, 
we were prepared for the possible necessity of a second 
operation. Fortunately, the result, so far, is all that 
could be desired. 


ON THE METHODS OF STRETCHING OR EX¬ 
CISING A PORTION OF THE INFERIOR 
DENTAL, LINGUAL, AND SUPERIOR MAX¬ 
ILLARY NERVES FOR TIC DOULOUREUX. 

W. J. Walsham, F.R.C.S., “British Med. Jour.,” Dec. 
19, 1891, proposes an operation for the relief of trigeminal 
neuralgia which he considers superior to others for the 
following reasons: There is no external wound, no im¬ 
portant structure is divided, and no removal of bone is 
necessary. The parotid gland and articulation of the 
jaw are not interfered with. The exposure of the nerves 
is all that can be desired. The wound heals in a few 
days, and the patient is convalescent from the time he 
recovers from the anaesthetic. Important points in the 
operation are a clean incision through the mucous mem¬ 
brane to facilitate rapid healing. The internal pterygoid 
should be separated from the bone without unnecesary 
bruising. The periosteum should not be detached from 
the jaw. Where stetching or excising the superior max¬ 
illary nerve and removal of Meckel’s ganglion is antici¬ 
pated, he reaches these structures by working through 
the antrum, chipping away the lower wall of the infra¬ 
orbital canal and trephining the posterior antral wall. 
There is said to be no difficulty with regard to the heal¬ 
ing of the antral wound. A. F. 



